In the past urography was considered necessary to investigate renal colic in pregnancy despite the risks of irradiation'3"16, its value being that it shows the dense nephrogram of high pressur acute obstruction'7.
Since ultrasound does not detect calculi in the renal tract very well, dilatation of an unknown degree already exists, and acute high pressure obstruction does not show dilatation, ultrasound can make no contribution to the diagnosis of obstruction in pregnancy however careful the interpretation.
If ultrasound cannot diagnose obstruction in an already dilated urinary tract, do we still need to recommend urography? An alternative strategy would be to puncture the pelvicalyceal system and measure the pressure directly.
Percutaneous puncture ofthe pelvicalyceal system allows measurement of the pressure, as well as the collection of a sample of urine for microscopy and bacteriology. Antegrade pyelography can be carried out which should show the point of obstruction or free flow into the bladder. Now that more radiologists are competent at puncturing undilated pelvicalyceal systems, a direct test to detect acute obstruction is possible without having to rely on the indirect signs provided by excretion urography.
These indirect signs of an increasingly dense and/or a striated nephrogram, allow the recognition of acute obstruction with any degree of dilatation of the pelvicalyceal system. On this basis obstruction can be classified'8 into acute obstruction with no dilatation of the pelvicalyceal system; post acute obstruction with an undilated pelvicalyceal system and a normal or prolonged faint nephrogram; acute on chronic obstruction with dilatation of pelvicalyceal system and a dense nephrogram; and chronic obstruction where the intrapelvic pressure is not raised and the pelvicalyceal system is usually dilated. It is important to understand that the amount of dilatation of the pelvicalyceal system has no relation to the degree of present obstruction and that it is not possible to argue because a pelvicalyceal system is more dilated, that it is therefore more obstructed. This is particularly important in pregnancy, where if one wishes to avoid irradiation, the only alternative if a diagnosis of acute obstruction is to be made is puncture of the pelvicalyceal system with direct measurement of the intrapelvic pressure, which can be done with a simple water manometer.
If a test is to be used to confirm a clinical diagnosis it is important that it provides additional information.
In acute obstruction or when the pelvicalyceal systems are already known to be dilated, ultrasound adds no extra information, and so does not contribute to the diagnosis. colitis. Unfortunately, the lack of a family history prevents any attempt to link this association with any particular chromosomal abnormality.
Among the clinical associations of Kallmann's syndrome, the midline cranial abnormalities first noted by Rosen'0 are of particular interest and have stimulated several investigators to examine hypothalamic and pituitary function in their patients. Parr, in another case reported in this issue (p. 355), describes a 24-year-old man with major midline abnormalities including agenesis of the corpus callosum and the anterior commissure together with several other CNS abnormalities. In spite of these major midline structural abnormalities it is amazing that the rest of his hypothalamo-pituitary control was apparently normal. Since the luteinizing hormone releasing hormone (LHRH) neurons in the pre-optic area ofthe hypothalamus are scattered amongst other neurons important in the regulation of pituitary function, one must presume that it is the LHRH cells themselves, rather than the anatomical site in the hypothalamus, which are selectively effected in this condition. No comment was made in this paper on the olfactory sulci of the rhinencephalon which can be well visualized by magnetic resonance imaging and which were found to be absent, rudimentary or hypoplastic in all 4 patients with Kallmann's syndrome investigated by Klingmuller et aL (1987)".
These two case reports in this issue emphasize the less frequent phenotypic abnormalities associated with Kallmann's syndrome which result from a variety of genotypic or developmental abnormalities.
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